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POPULATION OF GREAT BRITAIN
Year Total
1901 ... ... 37,000,000
1944 ... ... 47,628,000
In 1901 to every 19 of the population there was ONE over 60 years.
In 1944 to every 8 of the population there was ONE over 60 years.
The following table shows the increasing numbers of men and women alive at
the age of 60 years and over.
GREAT BRITAIN
Year Men Women Total
1901 ... 1,071,519 ... 1,336,907 ... 2,408,426
1939 ... 2,511,200 ... 3,197,400 ... 5,708,600
1944 ... 2,737,000 ... 3,590,000 ... 6,327,000
1947 ... 3,189,000 ... 4,243,000 ... 7,432,000
U.S.A.
The following figures show the same increased tendency in the numbers of men
and women alive over 65 years, and those which it is statistically anticipated will
be living in 1980.
Year Men and Women Number
1940 ... Alive over 65 years ... 9,00000
1980 ... Alive over 65 years ... 22,000,000
The main factor affecting the increased numbers of men and women over 60
years of age is the greater expectation of life. This affects both Great Britain and
the United States of America.
EXPECTATION OF LIFE
(A) IN GREAT BRITAIN
Year Men Women
1891/1900 ... 44.1 ... 47.8
1901/1910 ... 48.5 ... 52.4
1942 ... 61.7 ... 67.4
(B) IN U.S.A.
Year Men Women
1900/1902 ... 48.23 ... 51.08
1940 ... 62.94 ... 67.31
8AGE PROPORTION OF POPULATION OF ENGLAND AND WALES,
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Reproduced from "Matters of Life and Death," with the kind permission of tk-
Controller of H.M.S.O.
9INTRODUCTION
fmE care and welfare of the chronic or long-term sick is a problem affecting all
sections of the community, and should have priority attention at the present time.
Lack of essential needs for these patients to-day is responsible for much suffering,
misery, frustration, and hardship for the afflicted and their relatives and friends-
and inevitably results in a great waste of bed accommodation, of hospital and home
facilities, and of nursing and other personniel, causing serious economic loss to the
country as a whole.
The long-term sick are found in all types of medical and surgical conditions, and
in all age groups from infants to the very old. It is impossible to ascertain with
any degree of accuracy the numbers of such patients in any group, as there is no
register or record of them, and they are to be found in their own lhomes, in nursing
homes (profit-making and others), in hospitals, and in institutions of all kinds.
Only an accurately carried out survey could give the numbers and proportions of
different groups.
It is well know%n to medical and to social workers who are interested in this
subject that there are enormous numbers of patients in their ow-n homes who need
and would benefit from admission to a hospital in the first instance. Such patients
are known to be living-or existing-in conditions which are totally inadequate
for their comfort or happiness, and in circumstances where a remediable condition
is rapidly deteriorating into one which is irremediable.
Such conditions ultimately call for admission for a much luniger period of time
than would have been needed if treatment had been implemented earlier-or need
for permanent care may even result.
The needs of the long-ternm sick fall under two headings:
(1) Medical;
(2) Social;
and these are often intimately related one with the other.
In the past there has been too little interest in, or industry with, these patients,
and now that the pattern of our social life has changed, it is absolutely essential
that there should be radical reform-if the burden to the community is not to
become intolerab!e, or the total sum of misery unbearable.
With the smaller families and the greater migration of members of the family
unit from the home, with the shortage of domestic housing accommodation and
the improved scales of domestic workers which prohibits private hire on the scale
which existed at the beginning of the century, more and more of such persons
come to demand and need care and treatment in hospital or institution.
With the advance of medical science, including the discovery of insulin, chemo-
therapy and penicillin, and of preventive medicine during the last fifty years, there
has been a steady decline in the numbers suffering from acute illness of the infective
types, from industrial diseases and of accidents among the younger age groups.
During this period there has been a steady increase in the number of elderly persons
(60 years +) and it is well known that morbidity increases with advancing years.
These factors have brought about a higher proportion of long.-term sick to "acute"
sick. Thus the problem of the medical care and social welfare of the long-term sick
10has greatly increased, and now offers a challenge to medicine and to all those
social workers and agencies who are interested in maintaining health and happiness.
At present there is no real co-ordination between the various workers and no
means by which patients can be afforded the right type of accommodation, e.g.,
many patients who no longer need hospital accommodation cannot get a suitable
vacancy when it is needed, such as a sanatorium bed, or a bed in a hostel for an
elderly person whose condition renders it necessary on medical and/or social
grounds. Equally, there are patients whose deterioration at home while awaiting
admission ultimately necessitates a much longer stay in hospital. Lastly, it is not
uncommon to find elderly persons with treatable conditions admitted to homes
without investigation, owing to the lack of hospital beds, and the urgent need of
removal from home.
It is suggested that the responsibility and care for these long-term sick should
be shared, and in the interest of patients there should be medical continuity.
As these long-term sick include patients of all ages and with every type of
disease, they should be classified and shared by the medical profession as follows
1. Paediatric service, supervising the needs of long-term sick children.
2. General physicians, arranging for the care of long-term sick adults in the
younger age groups.
3. Geriatric service, accepting responsibility for the elderly long-term sick.
4. T.B. service, providing for the long-term tuberculous patients because of
the problem of infection and regardless of age.
5. Psychiatric service, making provision for all certifiable persons because of
their special needs, apart from others, and in varied accommodation.
As the whole subject of gerontology is comparatively new, and as there exists
still in the minds of many medical as well as lay persons a good deal of confusion
as to the difference between geriatrics and chronic sick, I should like to make one
or two definitions before I proceed.
DEFINITIONS
Geriatrics, derived from the Greek words "geros"'-old age, and "iatrikos"-
pertaining to a physician, comes to signify the medical treatment of elderly people,
and is, therefore, not confined to the care of long-term illness, although, admittedly,
a considerable number of such patients will be included in the group.
Gerontology, a less familiar term, with a wider connotation, includes the study
of all problems of ageing-medical, psychological, social, economic, or of any
other kind.
Chronic Sick, is a term which should be abandoned in favour of the phrase Longw
Term Sick.
GENERAL PRINCIPLES
If this nomenclature is adopted and these principles of responsibility accepted,
we can think quite clearly about the definitions of and differentiations between
"geriatric" and "chronic," because the former has been defined and the latter
ceases to exist. Secondly, patients in the geriatric section, by definition, will include
the short-term or acute sick and the long-term sick appropriate to its group.
By this definition, new patients from outside the hospital (either from their own
11homes or from homes) will be admitted, and some transfers from other depart-
ments after consultation will be accepted into the geriatric unit. These transfers
will probably be mainly from the surgical units, as after the geriatric service has
been established it is to be presumed that generally those patients eligible for, but
not admitted into, the geriatric department in the first instance will have been
admitted elsewhere by request of another unit, who will wish to see the patient
through his illness.
Admittedly the geriatricians will have to gather in a rather larger number of
long-term sick than other units will, and will have to arrange accordingly, but
chiefs of other units will no longer expect them to accept all long-term sick, and
particularly those whom they want to pass on. Only by such clearly defined ideas
can a geriatric department build up a really good and well-integrated medical and
social service for those who fall within its scope.
Large institutions or hospitals for chronic sick should be replaced as soon as
possible by more modern arrangements. Such hospitals isolate both patients and
staff, make easy specialist opinion difficult to obtain, and are seldom, if ever, likely
to be equipped with really first-class equipment. All these disadvantages militate
against really good investigation and so against first-class treatment.
The best place for such investigation and treatment is a general hospital, and so,
in selected places, a geriatric unit should be based on a general hospital, where it
can call upon the services of all specialists when necessary and share, with other
departments, the amenities of all ancillary services. Such a department should be
of equal standing to other departments and should plan a definite service and a
precise r6le in the hospital practice.
The advantages of treating the elderly sick in such a unit are:
(i) That the patients more often make congenial contacts with each other, and
do definitely stimulate each other in a healthy spirit of rivalry, helpful to
their rehabilitation, and in a way which they do not do when scattered in
other wards.
(ii) That staff can be trained in the best methods of caring for and treating
elderly patients.
(iii) That the wards can be equipped to their special needs.
(iv) That study of reactions and comparison of methods can be undertaken for
the mutual benefit of patients and staff.
(v) That such a field offers the best opportunities for research.
SERVICE OF GERONTOLOGY
The medical care and social needs of the elderly will require three types of
accommodation
1. The Geriatric Unit-part of the general hospital.
2. Long-Stay Annexes-associated with the general hospital.
3. Residential Homes.
The Geriatric Unit-comprising wards in a general hospital reserved exclusively
for elderly patients, all of whom are undergoing investigation or active treatment
12and rehabilitation, so that in due course they may be discharged from such wards
either to their own homes, or, after classification, to other appropriate accom-
modation.
Long-Stay Annexes-providing, under the medical supervision of the geriatric
department, accommodation and nursing care for really irremediable elderly
patients, who, after full investigation and treatment in the geriatric department,
show no promise of further improvement. These annexes may be either within the
curtilage of the hospital or outside it, but wherever situated, should remain directly
under the medical supervision of the geriatric department.
Resident Homes-providing accommodation for elderly persons in need of recep-
tion, but not of nursing care. The residents in these homes should advisedly be
supervised as to their medical needs, when necessary, by the staff of the geriatric
department.
THE GERIATRIC UNIT
In order to keep the geriatric unit working as efficiently as possible, it is obvious
that there must be adequate opportunity for discharge, either to the patient's home
or elsewhere.
Regular consultations with the almoner are essential in fostering home conditions
and helping in cases where social aid is needed. Such help may be a building up
of the patients' home conditions, by the addition of domestic and/or district nursing
service and by sundry help from the voluntary services-or it may be in finding or
choosing a home when the social conditions demand this. Thus adequate home
vacancies are needed.
Likewise, there must be a sufficiency of beds in the long-stay annexe, but a care-
ful watch must be kept on this type of accommodation to ensure that only those
who are really suitable for such long-stay annexe are transferred there. It is
obvious that abuse of such accommodation, which might at times be a temptation,
would lead to a repetition of to-day's unsatisfactory conditions.
Into the geriatric unit will be admitted, not only new patients, but all transfers
to the geriatric service, as all must be fully screened, medically and socially, before
treatment (medical and/or social) can be correctly worked out.
Within the service there must be classification and continuity of treatment.
Classification can be brought about by wards set aside for different purposes
1. Cot-Bed Waids-for those who need or will benefit by such beds.
2. Open-Bed Wards-with a section for incontinent patients.
3. Wards with low beds and a day room for ambulant patients awaiting dis-
charge or transfer to a resident home.
Continuity is essential for good treatment. In the past, much of the failure to
treat these long-term sick patients has been due to lack of continuity and therefore
to lessening of responsibility for their care.
The medical treatment and social care of the elderly sick should be undertaken
by a team of workers if the best results are to be obtained. Such a team should
consist of
1. Medical staff.
2. Nursing staff of various grades and nursing orderlies.
133. The Almoner, a fully-trained medico-social worker, using all agencies,
voluntary and statutory as occasion demands.
4. Physiotherapists.
5. Occupational and diversional therapists.
6. Services of a dietician and chiropodist.
FUNCTIONS OF A GERIATRIC UNIT
1. To accept new geriatric patients, whether short-term or long-term, and
selected patients transferred from other wards.
2. To provide facilities for the investigation and treatment of geriatric patients.
3. To provide observation wards for the primary investigation and medical
treatment of all elderly psychiatric patients, except those obviously needing
admission to a mental hospital.
4. To afford earlier rehabilitation of the elderly by more adequate and prolonged
use of physiotherapy.
5. To discharge all rehabilitated patients from its wards, and to resettle them
where necessary, in resident homes.
6. To arrange the prompt transfer to long-stay annexes of all really irremediable
patients.
This concept does not, of course, postulate the pre-emption of all patients to the
geriatric wards, but does pre-suppose the setting aside of certain wards where
such patients may enjoy continuity of treatment and be able to be grouped for
rehabilitation. Special emphasis is laid on the role of psysiotherapy, both in pre-
venting chronicity, and as the outstanding factor in the rehabilitation of elderly
patients.
p CO-ORDINATED SERVICE
Experience during the last thirteen years in establishing a pioneer unit leads me
to believe that in addition to being the most economic method (with the minimum
waste of staff or accommodation), such a service gives the best results to patients.
It also provides the most interesting and satisfying conditions to members of the
therapeutic team, and at the same time offers the widest experience, both edu-
cational and clinical, and the best opportunities for research into the disease, habits,
behaviour, and medical and social care of the elderly.
In order to create and maintain such a well-integrated service it is necessary
to have very close liaison between the statutory bodies concerned, i.e., the
Regional Hospital Board and the Local Authorities. Such a liaison should take
the form of a committee with executive powers, comprising personnel who are
interested and knowledgeable in the needs of the elderly sick and infirm.
At the present time it is advisable to utilise all the services and resources of both
voluntary and statutory bodies. Both should set up experimental homes and units
so that all methods can be given a full trial before there is any attempt to
standardise.
COMMON DISEASES AFFECTING THE ELDERLY
Over eighty per cent. of the admissions of geriatric patients are admitted suffer-
ing from one of the following groups of pathological, physiological, or psycho-
logical conditions.
141. Degenerative arterial disease, including cerebral arteries, and causing mental
deterioration-gangrenes-paralyses.
2. Degenerative heart disease, including cardiac failure, coronory occlusion, etc.
3. Arthritis of all kinds osteo arthritis, rheumatoid arthritis, and peri-
arthritis.
4. Malignant diseases.
5. Chronic progressive neurological diseases.
6. Lack of social care-
(i) Lack of hygiene- Feet-corns, toe nails.
WVashing-hair, skin.
(ii) Lack of help- Tiredness and self neglect.
(iii) Lack of food-
(not £.s.d.)
Rations and queues, with inadequate cooking,
resulting in loss of weight, anaemia, vitamin
deficiency, etc.
(iv) Lack of company-Apathy, nieuroses, psychoses.
It is obvious that this list of diseases commonly affecting old or ageing people
falls under two headings:
Those due to Social Conditions.
'rhose due to Medical Conditions.
GOAL
Full investigation under suitable conditions-accurate diagnosis.
DIAGNOSIS-Medical
Social TREATMENT.
Patients must be hopeful, co-operative, to derive the maximum
benefit from treatment.
DISCHARGED-1. To own home
2. To hostel accommodation per cent
3. To L.S.A.-15 per cent.
RESULTs-Turn over is quickened with interest to staff.
Most economical bed is used.
No wastage of trained nursing staff.
Greater economy to the community.
Greater happiness of the patient.
PRINCIPLES OF TREATMENT
It would be impossible and unprofitable to attempt, even briefly, to outline the
various forms of treatment required for the different diseases already mentioned,
but it may be useful to summarise the principles of treatment as they affect this
category of patients.
1. Complete investigation-Medical.
Social.
2. Full over-all treatment-Medical (physical and psychological).
Social.
15(a) Active treatment of the disabilities with which the patient presents
himself.
(b) Active treatment for the prevention of secondary conditions which, if
they are allowed to develop, will cause not only additional pain and discomfort
to the patient and much extra work for the staff, but will hinder progress
and may prevent the degree of recovery which would otherwise have been
possible and probable.
(c) Maintenance of the fullest possible independence of the patient.
(d) Recruitment of all members of the team in working towards recovery
of the patient and his discharge from hospital.
(e) Careful and sparing use of sedatives and hypnotics.
3. Follow-up work as out-patients in a clinic attached to the geriatric unit.
It must be borne in mind that the majority of patients admitted to a geriatric
unit suffer from a multiple pathology, and in order to assure as full recovery as
possible and to establish the maximum rehabilitation, it is essential that the patient
should be treated as a whole with meticulous care to review all lesions, e.g.,
(i) The patient whose major disability is bronchopneumonia may need an
ophthalmic opinion and new glasses, advice and treatment by a chiropodist,
and a new truss.
(ii) The patient whose main trouble is a cardiac failure, secondary to hyper-
tension, may need dental advice, new dentures, and repair of an artificial
limb.
(iii) A patient admitted with a pernicious anaemia may need social care of an
elderly wife, if the home conditions are to be kept until he is fit to leave
the hospital.
SUMMARY
1. The problem of adequate care and treatment of the long-term elderly sick
presents a major problem to health administrators to-day.
2. The conception of a fully co-ordinated medical and social service, including
a geriatric unit based on a general hospital, offers a solution.
3. Such a service should be tried in special areas where staff trained in geron-
tology is available.
4. Such a service is based on
Co-ordination of needs.
Classification of patients.
Continuity of medical care.
5. Such a service can undertake, in addition to medical treatment
Rehabilitation and resettlement of the patient.
Research into medical and social conditions of old age.
6. Such a service, working as a team with appropriate ancillary staff, can
build up:
Efficiency of service for patients.
Education of medical and nursing personnel.
Experience of the subject as a whole.
167. For these reasons, it is claimed that such an integrated service must offer
to patients a better service than that which can be given in a hospital for
chronic diseases. In the hospital for the chronic sick both staff and patients
are isolated from the more academic -atmosphere of the general hospital.
Under such conditions indolence is liable to develop from lack of facilities
which exist in the general hospital, but which are too costly to justify dupli-
cation.
8. Finally, it is obvious that interest in and development of the L.S.A. is
essential to the well-being of the geriatric unit. It is equally true that as the
geriatric unit will inevitably need vacancies in the residential homes, it is
important that the unit seeks a very close liaison with such homes.
REVIEW
AIDS TO ORTHOPIEDICS FOR NURSES. By Bertha E. Waller, S.R.N.,
S.C.M. Second Edition.
THE appearance of the second edition, written three years after the publication of the first edition,
stresses the need for text-books on orthopedic nursing. The additional diagrams and photographs
will be much appreciated by all who use the book. There are still some old-fashioned treatments
described in detail, and in parts the actual wording of the sentence makes it very difficult to
understand quite what the author means.
Sufficient stress is not laid on the care to be exercised in exposing patients suffering from
tuberculosis to the sun; on the importance of seeing that the pelvis is level in the application
of a frame for a T.B. spine or hip; on the routine "blockin'g" of all recumbent patients to assist
drainage of the pelvis of the kidneys.
Splinting of cases of anterior poliomyelitis depends very much on the wishes of each individual
surgeon. In a large series of cases during the summer and early autumn of 1947 I did not see
one nursed in a plaster bed.
In describing the application of extensions a slight omission must have occurred, as the text
reads that the cotton open-wove bandage, used to help to keep the extensions in position, is put
on from within-out to prevent knock-knees. As it is merely around the limb and not around the
frame as well, it cannot possibly do that. On the same page (p. 87) the head of the bed has
been raised on blocks to provide counter-extension. It should, of course, be the foot.
The chapter on Deformities, with the very good photographs of the different types of plasters
used in the treatment of congenital dislocation of the hip is particularly clear, and any student
of orthopedic nursing should not have any doubts as to the treatments at the surgeon's disposal
for the various types of deform%,v commony met.
The chapter on the treatment of fractures will be of special interest to the nurse in a purely
orthopedic hospital, as she sees few fractures, but is very liable to be questioned about them
in her orthopedic examination.
The chapter on physiotherapy will do much towards helping the nurse to understand the reasons
for the treatments ordered, and actively to assist in restoring to full function by encouraging
the patient to perform the exercises they have been taught by their physiotherapist.
The important points in plaster technique are well set out, and anyone reading the chapter
will have little excuse for failing to look after a plaster properly. B. B.